DISCUSSION.
Sir FELIX SEMON remarked that the interest of this case lay in the fact that the knee-jerks were not yet abolished, and that was important as showing the diagnostic value of the abductor paralysis which, in his experience, might precede by as much as two or three years the other symptoms of tabes. Therefore in every obscure case, whether of unilateral or-more frequentlybilateral abductor paralysis, the possibility of tabes should be kept in view, even if none of the other symptoms of tabes were as yet present. He had shown one case of that kind before the Clinical Society in 1878, in which the laryngeal symptom preceded all the other signs of tabes by two years, and this was, indeed, the case from which the whole doctrine of the greater vulnerability of the abductor fibres in organic disease of the motor laryngeal nerves bad started.
Mr. DAVIS, in reply, said tracheotomy had been arranged for several times, but for some reason had been postponed. The physicians thought he was not sufficiently ill to have it done. Then he disappeared, and arrangements later to have it done were met by his refusal. Dr. Mott's opinion was that the changes were high up in the cord, possibly in the region of the medulla, perhaps a localized meningitis.
Epithelioma of Pharynx: Operations.
By NORMAN PATTERSON, F.R.C.S. MALE, aged 52. Pain in throat on swallowing and coughing first noticed about April, 1911. Patient has been treated in St. Mary's hospital for trouble in the gullet and stomach, said to have followed the swallowing of zinc sulphate eighteen months ago. Throat first examined beginning of November, 1911. Irregular growth, apparently superficial, affecting anterior aspect of right side of soft palate and upper part of anterior pillar and tonsil. Microscope showed typical epithelioma. There was a hard gland at the site of carotid bifurcation.
First operation (November 9, 1911) : Right anterior triangle cleared of glands and fascia with exception of submaxillary region. Several inches of internal jugular vein, to which gland was adherent, resected. A large portion of sternomastoid, together with deep fascia and shotty glands in relation to its under surface, removed in one mass. The condition of the patient made it impossible to proceed with the removal of the primary growth, and he subsequently developed hypostatic pneumonia, which left him in such poor health that no other operation was possible for some time. When seen in February the growth had crossed the middle line, and involved the whole uvula. It covered the tonsil and anterior pillar, involving also the mucous membrane in front of this structure. Below it had crept on to the tongue. Second operation (February 12, 1912) : Preliminary laryngotomy and splitting of cheek. The mass, together with half an -inch of mutous membrane at its periphery and as much healthy tissue on its deep aspect as possible, was removed. This dissection included the removal of a portion of the tongue and floor of the mouth. At the suggestion of Dr. Woodwark, intravenous ether was administered by Dr. Maclean. The recovery this time was free from any complications. Shortly after the first operation paralysis of the right cord was noticed, and this remains. There is some fullness in the neck just below the tip of the mastoid process. This has been watched for three months and has not increased. WOMAN, aged 60, with laryngeal stridor of more than one year's duration. There is great swelling of both ventricular bands, and also of the left vocal cord; the right vocal cord is not visible. The dyspncea has increased during the last year. The tuberculin tests have been found to be negative. The question of treatment is an important one.
